Case report. A 72-year-old woman was admitted to the hospital with a 4-day history of aphasia and right-sided earache. Her past history was significant for non-insulindependent diabetes mellitus, chronic atrial fibrillation, and decreased auditory acuity necessitating the use of a hearing aid. A physical examination revealed an afebrile woman in no acute distress. A neurologic examination demonstrated both expressive and receptive aphasia, the former being more severe. Secretions were present in her right external ear canal, but the tympanic membrane appeared normal. After removal of her hearing aid, the left tympanic membrane appeared thickened and had small polypoid changes in the epithelium. These findings were thought to be compatible with chronic otitis media. Her heart rhythm was irregularly irregular. The remainder of her exam was unremarkable. Her leukocyte count was 10,400 cells per mm3, and her random glucose level in serum was 180 mg/dl. On admission, a computerized axial tomography scan was performed and demonstrated a 3.5-cm "ring-enhancing" lesion with surrounding edema in the left temporal lobe. A craniotomy was performed on hospital day 10, and an encapsulated left temporal lobe abscess was found adherent to the dura mater of the outer third of the petrous bone. The abscess was surgically removed. Chloramphenicol (1 g every 6 h), ceftazidime (2 g every 8 h), and ampicillin (2 g 
Systems, Cockeysville, Md.) with 5% sheep blood, phenylethyl alcohol agar with sheep blood, chocolate agar, MacConkey agar, and thioglycolate broth. Anaerobic cultures were done with Trypticase soy agar with sheep blood, phenylethyl alcohol agar with sheep blood, and prereduced chopped meat glucose broth. After 24 h of incubation, aerobic cultures revealed abundant growth of a mucoid, gram-negative bacillus that failed to ferment lactose on MacConkey agar. The organism was identified by the API 20E system (Analytab Products, Plainview, N.Y.), and susceptibility tests were performed with the API Uniscept system (Analytab Products). Pertinent biochemical reactions are presented in Table 1 . Antibiotic susceptibility data demonstrated the MICs of ampicillin, cephalothin, cefotaxime, chloramphenicol, and carbenicillin to be >16.0, <2.0, <2.0, 4.0, and 64 ,ug/ml, respectively.
Discussion. The cerebral abscess in this case was probably a result of contiguous spread, judging by its proximity to the petrous bone and the history of otic disease. The patient had a chronically draining right ear which was contralateral to the abscess and from which K. ozaenae was cultured. Clinically, there was evidence of chronic otitis media on the left side, considering the thickened tympanic membrane and decreased auditory acuity. However, no cultures were taken frorn the left external auditory canal. Presumably, this area was colonized with K. ozaenae, and the organism gained entry to the left temporal lobe by contiguous spread. Since 1977, several reports which emphasize the role of K. ozaenae as a pathogen in addition to its more common role as a colonizer or the putative cause of ozena have been published. Berger initially reported bacteremia in two patients (1), and subsequently five more cases were reported (2, 4, 7) . Meningitis accompanied bacteremia in two of these patients (4, 7) . Other reports suggest that K. ozaenae may also cause otitis, mastoiditis, urinary tract infections, wound infections, corneal ulcers, and pneumonia (1-3, 6, 7) . This case of a K. ozaenae brain abscess is the first reported in the literature and expands the limited existing data on invasive disease caused by this organism. Traditionally, this organism has been susceptible to numerous antibiotics, such as tetracyclines, cephalosporins, aminoglycosides, and chloramphenicol. Importantly, most isolates are susceptible to ampicillin and carbenicillin, in contrast to K. pneumoniae (1) . However, the isolate in this case was resistant to both ampicillin and carbenicillin.
Our patient had diabetes mellitus, and six of the seven bacteremic patients previously reported had conditions associated with various degrees of immunosuppression. These were systemic lupus erythematosus, lung cancer, chronic renal failure, diabetes, lepromatous leprosy, cirrhosis, leukemia, neutropenia, and administration of steroids in chemotherapy (1, 2, 4, 7) . This information suggests that clinical isolates of K. ozaenae should not always be dismissed as colonizers and that consideration should be given to their role as pathogens, especially in immunocompromised hosts.
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